Objectives: Palliative care workers are in continuous contact with the patients causing emotionally draining effects of pain, suffering, death, grief and mourning. Burnout syndrome is common among palliative care workers, as these individuals accompany the patients on the way to death. Methods: A total of 47 individuals working in palliative care units or in internal disease and neurology clinics participated in the study. The participants were divided into two groups, being: palliative care workers (Group P) and workers in internal disease and neurology clinics (Group A). All of the participants filled out the Maslach burnout inventory, BECK anxiety-depression scale and Stress Appraisal Measure. Results: A total of 47 healthcare workers agreed to complete the scales.Emotional burnout and desensitization scores were found to be elevated, while personal success scores were found to be decreased in both groups.The BECK anxiety depression scale revealed findings of moderate anxietyin both groups, while cognitive-sensorial, physiological and pain complaints, as well as signs of stress, were more pronounced in Group A. Conclusion: Burnout is significant problem among healthcare workers and signs of stress and cognitive-sensorial, physiological and pain complaints are particularly common among healthcare workers in palliative care units. Structural arrangements aimed at addressing the causes of burnout will positively affect the well-being of healthcare workers.
Introduction
The continuous face-to-face interactions between healthcare workers and patients require additional emotional and physical capabilities, and this may have various challenging effects on healthcare workers. This is particularly important among healthcare providers working in palliative care units where the quality of life of patients is a primary concern. The main aim of palliative care is to build close relations with the patients and their relatives, and to ease their physical and emotional symptoms. [12] The holistic nature of palliative care (along with the psychosocial, PAIN A RI physical and spiritual dimensions) requires gaining knowledge and abilities to deal with such factors as death and grief. [22] As the number of patients requiring palliative care increases day by day, the challenges and stress experienced by healthcare workers grows even larger, and this leads to physical, psychological and emotional challenges among healthcare workers that if left untreated, may result in burnout. [16] Burnout syndrome was first described by Herbert Freudenberg, [8] and Maslach and Leiter later extended the description to define three dimensions of burnout, being: emotional burnout, desensitization and lack of personal success in the workplace. [13] In addition to the negative effects on the professional, family and social lives of workers, burnout syndrome can also have negative consequences on physical health, and in this regard, it represents a social and economic problem that is associated with high costs. This syndrome is particularly common among healthcare professionals working in clinics with a high rate of mortality. [19] Negative effects have been reported in nurses who provide care to moribund patients, who have reported feeling unprepared, particularly due to a lack of knowledge. [6] Burnout is one of the most common problems among healthcare providers working in oncology clinics, and managers of oncology units should be aware of the potential for the development of burnout syndrome among their workers. [4] The Maslach Burnout Inventory evaluates burnout in three dimensions, including Emotional burnout (EB), reflecting personal overload; desensitization (DS), defined as an insensitive and careless approach to those in care; and personal success (PS), related to the sufficiency and success in problem solving. [15] The Maslach Burnout Inventory consists of 22 questions, with answers reported on a scale of 0-4. [21] The validity and reliability of the Turkish scale havebeen demonstrated previously. [5] The BECK anxiety depression scale is used to determine the frequency of anxiety signs. There are 21 categories of signs, each consisting of four options, and each item is scored on a scale of 0-3. [2] The Turkish adaptation of the scale has been assessed, and validated. [10] The Stress Appraisal Measure (SAM) is a four-item Likert-type measurement tool consisting of 38 questions (1= Never, 2= Occasionally, 3=Frequently, 4= Always). Based on a factor analysis performed by Hovardao-glu, the scale assesses three factors: cognitive-sensorial, physiological and pain complaints. [11] The present study aimed to reveal the differences in the signs of burnout and stress between palliative care workers and those working in neurology and internal disease clinics.
Materials and Methods
The study was initiated after approval was obtained from the local ethics committee (registration no: 2017/103), and was conducted as a single-center study including individuals aged between 18 and 60 years, who were employees in the palliative care units, internal disease clinics or neurology clinics of Balikesir Ataturk City Hospital. All subjects participating in the study provided written informed consent. Those who refused to participate in the study, those who worked in the relevant clinics for less than two months, and physicians were excluded from the study. The study included nurses, midwifes, housekeeping personnel and healthcare personnel. Physicians responsible for palliative care were excluded from the study, as they were involved in the planning of the study. Data regarding the age, gender, profession, years at work and regular medication use of the participants was recorded.
The subjects participating in the study were divided into two groups. Group P included palliative care workers, and Group A consisted of workers in the internal disease and neurology clinics. The subjects who agreed to participate in the study completed the Maslach burnout inventory, the BECK anxiety depression scale and SAM. The Group P consists of 25 personnel and Group A consists of 22 personnel.
The statistical analysis was performed using SPSS for Windows Release 22.0 software. Qualitative data was compared with a Chi-Square test, and parametric data was checked for normal distribution with a Kolmogorov-Smirnoff test. Normally distributed data was compared with a Student t-test, and a Mann-Whitney U-test was used to compare the abnormally distributed data. A repeated measures variance analysis or Friedman test was used to compare measurements recorded continuously from the baseline. Parametric data was presented as mean and standard deviations, and non-parametric data was presented as percentages (%). P values of <0.05 were considered statistically significant.
Results
In total, 47 healthcare workers were included in the study. In Group P, five of the 30 workers refused to participate in the study, while all workers in Group A agreed to participate. The participants were given no direction; no interventionswas made and they were allowed to complete the questionnaires on their own.
The mean age, gender distribution, duration of employment in relevant clinics and medication use were not significantly different between the two groups ( Table 1 ). In total, three individuals in Group P and two individuals in Group A were taking antidepressants. Of the 25 subjects in Group P, four were housekeeping personnel, six were midwives, eight were nurses and seven were caregivers, while Group A included four housekeeping personnel, 10 midwives and eight nurses.
The mean EB, DS and PS scores measured from the Maslach Burnout Inventory were not statistically significantly different between the two groups. The mean EB, DS and PS scores in Group P were 30±9, 11±4 and 30±5, respectively, and in Group A, the mean EB, DS and PS scores were 33±8, 10±3 and 30±4, respectively.There were no statistically significant differences between the two groups.
The mean scores from the BECK anxiety depression scale in Group P and A were 19±12 and 17±11, respectively, and was not statistically significant.
Among the factors measured by SAM, the cognitivesensorial complaint scores were 30±8 and 25±6, the physiologic complaint scores were 18±4 and 15±3, and the pain complaint scores were 17±4 and 14±3, in Groups P and A, respectively. The total scores of SAM were calculated as 74±18 and 62±13 in Groups P and A, respectively. The cognitive-sensorial, physiological and pain complaint scores and the overall SAM score were significantly higher in Group P than in Group A (Fig. 2 ).
Discussion
EB scores were elevated and DS scores were at moderate level in both groups of workers, and the differ-ences were not statistically significant. PS scores, on the other hand, were found to be increased in both groups. The scores of the BECK anxiety depression scale indicated a moderate level of anxiety in both groups, while cognitive-sensorial, physiologic and pain complaints, as well as signs of stress, were more pronounced among the palliative care workers.
Burnout is generally considered to be a syndrome that presents with emotional burnout, desensitization and a decrease in the sense of personal success. [13] Workers suffering from burnout and a lack of compassion may have a negative influence in units providing care to patients who require compassionate care, and this may result in symptoms of emotional burnout anddecreases in job performance. [12] Signs of burnout, which can manifest as interpersonal sensitivity, depression, hostility and paranoid thoughts are common among healthcare professionals. Global Severity Index and Positive Symptom Total index scores among healthcare workers was elevated. [7] Burnout syndrome may lead to such physical symptoms as chronic exhaustion and gastrointestinal complaints; emotional signs like apathy, Group P Group A PAIN A RI desensitization and irritability; social effects, such as isolation and loss of interest in previously enjoyed activities; an absence of spiritual awareness; reluctance to provide care to certain patients, a reduced willingness to come to work and low performance. [3] Due to the increase in life expectancy with medical improvements, the number of patients with advanced incurable diseases is continuously on the rise, which increases the need for palliative care. [16] The expectations and demands from healthcare providers can be rather high in palliative care units, and the risk of burnout is known to be higher in workers interacting with moribund patients. [18] Rizo-Baeza reported previously that working for more than eight hours a day, having a single parent, moderate or high levels of workload, occupational quality of life deficiency and low level of self-care were factors that increase the prevalence of burnout syndrome among palliative care workers. [14] Psychological, emotionaland spiritual relief is also decreased if the workers perceive their workplace as being over-challenging and demanding. [17] Previously reported incidences of burnout syndrome among palliative care workers have varied between 16 and 62% in literature, [20, 1] and this wide range may be attributed to differences in the investigated sub-groups, working conditions and cultural differences.
Görgülü et al. Examined the burnout levels of all the staff of the hospital (doctors, nurses, contract staff, cleaning, cooking, and maintenance). The EB is 25.79, the DS is 11.40, PS is 24.30 calculated. [9] The scores in our study were higher than in this study. This shows that burnout is more severe. A correlation has been identified between emotional overload and the BECK depression scale. [23] In the present study, signs of burnout were noted in both groups, although the scores of cognitivesensorial complaints, physiologic complaints, pain complaints and total scores obtained from SAM were found to be increased among palliative care workers. Moreover, according to the BECK Anxiety-Depression Scale, signs of moderate anxiety were present in both palliative care workers and the workers in internal disease and neurology clinics.
In a study comparing the level of burnout among intensive care unit and palliative care unit workers found higher levels of burnout among intensive care unit personnel. Additionally, the risk of burnout among palliative care personnel was found to be lower than among intensive care unit personnel. [20] While the reduced level of desensitization was a rather positive finding of thisstudy, the same cannot be said for emotional burnout. The difference in these findings may be attributable to the differences in cultural values and judgments, as well as the personal lives of the participants or their working conditions. The relatively high scores in personal success, on the other hand, may be related to the willingness of the workers to carry out their jobs and their selfperception as being successful.
Moreover, the fact that palliative care workers provide care to patients with various long-term and difficult-to-treat diseases in the fields of internal diseases and neurology may have led to the similar Maslach and BECK results, and these outcomes may also be affected by the continuous on-the-job training and experience-sharing meetings undertaken by palliative care workers.
The causes and outcomes of burnout should be evaluated on an individual basis, and personnel who experience burnout should be supported both institutionally and personally. Patient-specific treatment should be planned that may include stress management, medical treatment or psychotherapy.
In addition to these options, regular training andmedical treatments are applied in our hospital; whereas Cognitive Behavioral Therapy (CBT) and EMDR (Eye Movement Desensitization and Reprocessing) have not been tried to date. For the following steps, studies can be planned to reduce burnout and stress through EMDR.
Despite the negative findings, it was satisfying to note that personal success scores were high in this study, and this may be attributable to the fact that the study participants performed their jobs with compassion and considered themselves successful.
This study has a number of limitations. First of all, the number of subjects included in this study was limited, and they may provide biased answers when filling out thequestionnaires. That said, this may have little influence on the findings, as the questionnaires were not applied during face-to-face interviews. Additionally, this study did not categorize the participants based on their occupations, meaning thatthe burnout levels of nurses and other healthcare workers were not evaluated separately. Moreover, different results would likely be obtained if palliative care workers were compared with workers in other clinics, or with staff who provide care to patients in different clinics.
Conclusion
Signs of burnout were to be high in workers in both internal diseases and neurology service departments and in palliative care workers. Signs of stress were also more common in these groups when compared to workers in other departments. The elevated levels of stress among palliative care workers highlights a need to provide stress management for this personnel group.
It is obvious that employment in palliative care units can have a negative effect on the personnel working in this field, as well as the patients. Palliative care workers should be part of a structure in which emotional and cognitive awareness are increased, where they can express their feelings and recognize that they have control. Symptoms of burnout can be reduced by supporting teamwork,ensuring commitment within teams,building a regularly working system for conflict management, recognizing the importance of personal development and rest,and providing a sufficient level of high-quality communication. In this regard, it is obvious that regular training and experience-sharing meetings can provide significant benefits to such workers.
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